This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (https://creativecommons.org/licenses/by-nc/4.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.
INTRODUCTION
Intracranial chordomas originate from the remnants of the primitive notochord and account for approximately 1% of all intracranial tumors (1, 2) . Most intracranial chordomas are extradural tumors that arise from the sphenooccipital synchondrosis in the clivus (2) . There are only few reports about intradural chordoma without bone involvement (2) . Moreover, only few cases of chordomas reported absence of contrast enhancement (3) . We introduce a very rare case of a nonenhancing intradural chordoma, which showed a paramidline location without bone involvement.
CASE REPORT
A 27-year-old male visited the neurosurgery clinic due to recurrent syncope for 6 years. He had a history of several syncope events, especially in case of stress or after urination. His motor or sensory functions were normal. There was no abnormal finding on electroencephalography, electrocardiogram, and orthostatic blood pressure tests. On brain magnetic resonance imaging (MRI), there was an approximately 4.6 × 3.8 × 3.4 cm sized lobulated intradural mass involving the left cavernous sinus and left Meckel's cave, extending to the prepontine cistern, causing deviation of left fifth cranial nerve. The mass showed low signal intensity on T1weighted images (T1WI), high signal intensity on T2-weighted images (T2WI), and iso-to high signal intensity on fluid-attenuated inversion recovery images ( Fig. 1A) . On postcontrast enhanced T1WI, the mass did not demonstrate any contrast enhancement ( Fig. 1A ). On diffusion weighted images (DWI), the mass showed high signal intensity with slightly low apparent diffusion coefficient (ADC) value on ADC map ( Fig. 1B) , which was approximately 1227.01 × 10 -6 mm 2 /s in average.
On the subsequent brain computed tomography (CT), the mass showed low attenuation without evidence of bony erosion Intracranial chordoma is a rare tumor, originating from embryonic remnants of the primitive notochord. It typically appears as an enhancing extradural midline tumor with bone involvement. We introduce a rare case of a 27-year-old male who had a nonenhancing intradural chordoma showing paramedian location, involving the left cavernous sinus, Meckel's cave, and prepontine cistern. The pathologic diagnosis was confirmed as an intradural chordoma. The imaging findings of this unusual case of a nonenhancing intradural paramedian chordoma will be presented with the differential diagnosis focused on the epidermoid cyst. or destruction of the adjacent skull (Fig. 1C ). Additionally, on transfemoral cerebral angiography, there was no feeding vessel.
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Based on these findings, the preoperative radiological impres-sion was an epidermoid cyst.
The patient underwent subtotal tumor excision with left parietotemporal craniotomy. The tumor was consisted of vacuolat- 
DISCUSSION
Intracranial chordomas, arising from the remnant of primitive notochord, can occur at any site along the course of the Fig. 1. A 27- year-old man with a nonenhancing intradural paramedian chordoma. B. On diffusion weighted images, the mass demonstrates high signal intensity with slightly low apparent diffusion coefficient value on apparent diffusion coefficient map. C. On brain computed tomography, a multilobular low attenuating mass is noted at the left cavernous sinus and left Meckel's cave. There is no evidence of bone erosion, demonstrating on bone window images. embryonic notochord (4) . However, most studies reported that chordomas are generally located in the midline, and only few lesions showed an off-midline location (2, 5) . Paramedian chordomas are commonly located in the petrous apex and Meckel's cave. A previous study reported that 4 of 28 chordomas had a paramedian location, especially at the petrooccipital junction which is a common location for chondrosarcomas (5) .
On CT images, intracranial chordoma is commonly demonstrated as a high attenuating mass with extensive osteolytic bone change (1) . However, in our case, the tumor was a low attenuating mass without bone destruction.
Because chordomas are composed of translucent cells con- Considering the overall imaging findings of our case, epidermoid cyst should be included in the differential diagnosis. Intracranial epidermoid cyst is a rare congenital neoplasm that constitute about 1% of all intracranial tumors and located mainly in the cerebellopontine angle (7) . The most common site of epidermoid cysts is the cerebellopontine angle, followed by the parasellar area, although rare cases with involvement of Meckel's cave and cavernous sinus have been reported (8, 9) . It commonly shows low T1 signal intensity and high T2 signal intensity, without contrast enhancement. The high signal intensity on DWI is attributed to the T2 shine-through effect, showing no diffusion restriction on the ADC map (7) . The mean ADC value of epidermoid cysts was reported as 1197 × 10 -6 mm 2 /s in a previous report (7) . On the other hand, classic chordomas showed a mean ADC value of 1474 ± 117 × 10 -6 mm 2 /s (10) . In our case with a mean ADC value of 1227.01 × 10 -6 mm 2 /s, the ADC value does not provide useful information for differential diagnosis.
In conclusion, we report a rare case of a nonenhancing intradural paramedian chordoma. Epidermoid cyst should be included as a differential diagnosis, and on routine MRI it is diagnostically challenging to make a final diagnosis. 
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